Introduction {#sec1}
============

As many continue to shelter in place, physically distance, and experience loss of life and normalcy, the threat of COVID-19 is pervasive and frightening. For individuals who are COVID-19+ and require acute hospital care, information overload, disconnection, isolation, and fear of dying can overwhelm the mind and nervous system.[@bib1] Patients, caregivers, and health-care workers experiencing COVID-19 are at particularly high risk for long-term psychological distress and trauma responses.[@bib2] To mitigate the lasting effects such trauma could have on individuals and communities, a trauma-informed approach to care must be implemented broadly.

COVID-19 and Trauma {#sec2}
===================

Over time, clinicians have learned how trauma manifests physically and psychologically, and how it can be exacerbated or alleviated. The Substance Abuse and Mental Health Services Association has defined trauma as resulting from *"an event, series of events, or set of circumstances* that is *experienced by an individual as physically or emotionally harmful or life-threatening and that has lasting adverse effects on the individual\'s functioning and mental, physical, social, emotional, or spiritual well-being."* [@bib3] Recent reports of health-care workers\' experiences during COVID-19 have revealed significant psychological distress related to providing care during the pandemic.[@bib4] Particularly in humanitarian crises, vicarious trauma experienced by health-care workers may result from observing suffering, caring for those dying alone, and triaging limited resources. Additional sources of psychological distress and threat to well-being for patients, caregivers, and providers may include isolation, illness stigmatization, and concern for spreading the threat of COVID-19 to others.[@bib4] After the immediate damage of COVID-19, we expect an increasing wave of trauma response from patients, caregivers, and providers alike[@bib4] ([Figure 1](#fig1){ref-type="fig"} ).Fig. 1Anticipated trauma responses during the COVID-19 pandemic. This figure is a representation of an example population response to trauma. Response rates are expected to vary by population and community. PPE = personal protective equipment.

The health-care setting poses unique risk for distress given the complex, invasive, and repetitive nature of traumatic exposure in this environment. Growing research demonstrates that traumatic experiences can lead to a variety of responses down the line, including complicated grief, substance abuse, depression, anxiety, and physical illness.[@bib5] Recognizing this risk, mental health experts and organizations such as Substance Abuse and Mental Health Services Association subsequently developed a framework of "trauma-informed care" (TIC) to prevent and treat trauma responses.[@bib6]

TIC in Health-Care {#sec3}
==================

TIC adheres to four basic assumptions about trauma and integrates six essential TIC principles into patient care and organizational efforts ([Figure 2](#fig2){ref-type="fig"} ).[@bib3] These essential assumptions and principles create a framework of care that should encompass multiple system levels---the patient and caregiver, health-care teams, and leadership across the larger health-care system---to be most effective at managing and preventing trauma system-wide.[@bib6] In the setting of the COVID-19 pandemic, TIC in health care has become increasingly essential.Fig. 2Trauma-informed care (TIC) framework.[@bib3]

Palliative Care and TIC {#sec4}
=======================

Palliative care (PC) teams are one of the only clinical services that extend beyond caring for patients and caregivers to supporting primary teams on the front line and interfacing with leaders who oversee the health system, making them well positioned to model this TIC framework during the COVID-19 pandemic. Owing to their transdisciplinary nature, PC teams are also well prepared to address the complex physical, psychological, and spiritual aspects of trauma that arise when caring for patients, caregivers, and primary health-care teams.

In 2018, The National Consensus Project (NCP) for Quality Palliative Care[@bib7] disseminated the fourth edition of the Clinical Practice Guidelines, which outline core interventions for patients, caregivers, interdisciplinary teams, and health-care advocacy at the leadership level. The overlap between the NCP guidelines and TIC principles is significant and outlined in the sections that follow to further highlight how uniquely suited PC teams are to implement this care model. In addition, [Table 1](#tbl1){ref-type="table"} provides specific examples of the many and varied trauma-informed PC interventions that teams could adopt during the COVID-19 pandemic.Table 1Examples of Trauma-Informed PC Interventions for the COVID-19 Pandemic Stratified by TIC Principle and Health System LevelTIC Principle[@bib3]PC Intervention at Patient/Caregiver LevelPC Intervention at Clinical Team LevelPC Intervention at Healthcare Organizational LevelPhysical and psychological safety•Assure patients and caregivers that care needs are being met and that they (or their loved ones) are not alone, particularly in light of hospital isolation.•Institute virtual solutions to visitor restrictions, i.e., access to technology for virtual visits.•Assure front-line care providers and teams of steps being taken to promote physical safety in the work environment.•Create virtual space for emotional debriefs and promotion of psychological safety.•Balance problem-solving tactics with addressing the root cause of team member\'s emotional reaction to the operational change.•Assess and adjust policies and protocols that impact physical and psychological safety, i.e., plans around PPE, physically distanced workspaces, time for recovery from vicarious trauma and compassion fatigue.Trustworthiness and transparency•Provide transparent and consistent information about care plan and visitor restrictions.•Give regular daily updates to caregivers who cannot be at bedside because of COVID-19 restrictions to reduce distress and risk for traumatic experience, particularly for those who are already marginalized by the medical system.•Provide transparent information across clinical teams, from managers to staff, about changes to workflow and decision-making.•Understand that individuals will respond differently and that everyone is unique in their communication and information needs.•Disseminate regular system-wide updates from health system leadership.•Create opportunities for institutional dialogue and response to staff questions around workforce changes.Peer support•Promote telephone and virtual opportunities for patient and caregivers experiencing COVID-19 to connect with others, particularly in light of isolation and physical distancing.•When collaborating with primary teams, provide telephone and virtual opportunities for peer support and emotional debriefs.•Consider enlisting or creating a formal peer outreach program.•Provide just-in-time, telephone and virtual opportunities for peer support via health-care institution Grand Rounds, debriefs, and collaborations across health-care sites.Collaboration and mutuality•Partner with patients and caregivers each day around care plan, resisting physician-patient power dynamics.•Include caregivers by phone or video as much as possible to help relieve heightened feelings of isolation, exclusion, and loss of control due to visitor restrictions.•Clarify how crisis response decisions are being made and which ones are open to a collaborative process.•Maintain flat, nonhierarchical decision-making within front-line teams whenever possible. During times of acute stress, increased collaboration can decrease feelings of loss of control, minimizing trauma response in health-care workers.•Seek feedback from front-line care providers and teams before and in tandem with policy and protocol implementation. During times of acute stress, increased collaboration can decrease feelings of loss and control, minimizing trauma response in health-care workers.Empowerment, voice, and choice•Encourage sources of strength, self-care, and coping. Build upon these strengths to empower and facilitate resilience in patients and caregivers.•When collaborating with primary teams, encourage sources of strength, self-care, and coping. Build upon these strengths to empower and facilitate resilience in front-line care providers and teams.•Consider creating a formal outreach program to support this intervention.•Create, formalize, and disseminate resources for self-care and coping, including positive responses to professional grief, vicarious trauma, and systemic burnout to promote resilience of health-care workers system-wide.Cultural, historical, and gender issues•Assess important cultural, historical, and gender identities of patients and caregivers and recognize how these may impact a trauma response[@bib10] in the setting of COVID-19. This is particularly important in light of caregivers being "restricted" from bedside during the pandemic, a condition that can feel particularly triggering for persons already experiencing marginalization and health-care trauma.•When collaborating with primary teams, consider important cultural, historical, and gender identities of front-line care providers and teams and recognize how this might impact trauma responses.•Create and disseminate trauma-informed policies and protocols that consider and prioritize cultural, racial, and gender needs of the health-care workforce.•Particularly when discussing and making decisions around "essential staff," remember that exclusions of persons can be triggering for workers already experiencing marginalization and/or cultural or racial trauma.[^1]

TIC Principle 1: Safety {#sec4.1}
-----------------------

The NCP guidelines recognize the importance of fostering physical and psychological safety by identifying psychological, psychiatric, social, spiritual, and existential aspects of care. This includes guidelines to assess and treat emotional and spiritual distress, current or previous trauma, ability to care for self, and basic safety concerns in the home environment. NCP guidelines also highlight the importance of understanding preferences and comfort levels related to physical contact and physical space, which may vary by culture, gender, and personal preference.[@bib7]

TIC Principle 2: Trustworthiness and Transparency {#sec4.2}
-------------------------------------------------

To achieve trustworthiness and transparency, TIC requires consistent honest information and continuous rapport building. Several NCP guidelines promote this TIC principle by encouraging patients and providers to communicate their understanding of information and ask questions; build rapport by consistently communicating with linguistic, cultural, and health literacy specifications in mind; and appreciate how historical trauma impacts levels of trust. In addition, at a patient\'s end of life, PC clinicians are encouraged to communicate regularly with caregivers, especially in the final days before death. NCP guidelines also outline the importance of eliciting and "honestly addressing" hopes, fears, and expectations with ongoing communication, emphasizing the PC principle of transparency.[@bib7]

TIC Principle 3: Peer Support {#sec4.3}
-----------------------------

NPC guidelines include robust recommendations for providing emotional support to patients, caregivers, and clinicians in distress. PC teams are expected to assess patients, caregivers, and staff for distress and grief; provide education and resources; and implement interventions for peer support, particularly when considering end of life and bereavement needs. For both the health of the individual and health-care system, avoiding clinician burnout is imperative and "considered an ethical obligation in all care settings" to promote sustainability.[@bib7]

TIC Principle 4: Collaboration and Mutuality {#sec4.4}
--------------------------------------------

Partnering with patients and caregivers in creating tailored care plans is a central tenet of both PC practice and TIC. It is well understood in both fields that patients are the experts on their bodies, their values, and their preferred type of medical, psychological, and spiritual care. The NCP guidelines outline steps to create patient- and family-centered assessments and care plans, including guidelines for considering whether decision-making structures should be individualistic, communal, or collective. Identifying appropriate community involvement is a core tenant of TIC in treating the emotional, existential, and spiritual suffering inherent to trauma. NCP guidelines highlight the importance of collaborating with peers and teams from various professions and experiences to optimize PC, as well as mobilizing patients' personal communities.[@bib7]

TIC Principle 5: Empowerment, Voice, and Choice {#sec4.5}
-----------------------------------------------

TIC emphasizes the importance of promoting autonomy, internal strengths, and resilience to prevent and overcome instances of trauma. The transdisciplinary nature of PC fosters this TIC principle, emphasizing the spiritual, psychological, social, and cultural resources of patients and caregivers that can be identified, uplifted, and integrated into a PC plan to promote resilience. PC interventions incorporate these aspects of care across all domains of NCP guidelines. To encourage autonomy and individual choice, "the patient\'s preferences, needs, values, expectations, and goals, as well as the family\'s concerns, provide the foundation and framework for the palliative plan of care."[@bib7]

TIC Principle 6: Cultural, Historical, and Gender Issues {#sec4.6}
--------------------------------------------------------

The importance of cultural, historical, and gender issues is addressed across the continuum of PC in the NCP guidelines. At the patient and caregiver level, the guidelines recommend "developing a care plan that reflects patient and family culture, values, strengths, goals, and preferences" and stress that "if historical trauma was assessed, the treatment plan adopts a trauma-informed approach to develop trust." At the health-care team and organizational levels, clinicians and teams should "work to increase awareness of their own biases and seek opportunities to learn about the provision of culturally sensitive care." PC teams should "regularly evaluate and, if needed, modify services, policies, and procedures to maximize cultural sensitivity and reduce disparities in care."[@bib7]

Conclusion {#sec5}
==========

During the COVID-19 pandemic, TIC is a crucial framework that can be implemented across system levels, clinical specialties, and care settings. It was not until recently that TIC became a focus within the field of PC.[@bib8] The integration of TIC principles into the NCP guidelines for Quality PC is a demonstration of the inherent alignment between these two frameworks of care.[@bib2] ^,^ [@bib9] By rigorously implementing these core trauma-informed interventions in our work with patients and caregivers, front-line providers, and health-care leaders, PC teams can help reduce the long-term psychological impact of the COVID-19 pandemic.
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[^1]: PC = palliative care; PPE = personal protective equipment; TIC = trauma-informed care.
